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National Stroke Awareness 
Month — May 2004 


May is National Stroke Awareness Month. During 2004, 
an estimated 700,000 persons in the United States will 
have a stroke; of these, approximately 160,000 (23%) will 
die. Nearly half of stroke deaths will occur before patients 
are transported to hospitals, and 15%—30% of stroke sur- 
vivors will be disabled permanently (/). 

Recognition of the warning signs for stroke and imme- 
diate calls for emergency medical care are critical first steps 
toward obtaining appropriate emergency treatment that 
might prevent death and disability. The five major warn- 
ing signs of stroke are 1) sudden confusion, trouble speak- 
ing or understanding; 2) sudden numbness or weakness 
of the face, arm, or leg, especially on one side of the 
body; 3) sudden trouble seeing in one or both eyes; 4) 
sudden trouble walking, dizziness, or loss of balance or 
coordination; and 5) sudden, severe headache with no 
known cause (/). In 2001, only 17% of adults recognized 
all five major signs of stroke and also knew to call 911 for 
medical assistance. Education campaigns are needed to 
increase public awareness of the early signs of stroke. 

CDC supports programs that emphasize multiple strat- 
egies for targeting stroke prevention and for ensuring 
patients receive quality care. In 2004, CDC also will sup- 
port stroke-care registries in several states to monitor and 
enhance improvements in the quality of care for stroke. 

Additional information about stroke prevention and the 
national stroke registry is available at http://www.cdc.gov/ 
cvh. Information about stroke is available at http://www. 
strokeassociation.org, http://www.stroke.org, and http:// 
www.ninds.nih.gov. 

Reference 
1. American Heart Association. Heart disease and stroke statistics— 


2004 update. Dallas, Texas: American Heart Association, 2003. 
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Awareness of Stroke Warning 
Signs — 17 States and the 
U.S. Virgin Islands, 2001 


Stroke is the third leading cause of death in the United 
States (/) and a major cause of disabilities among adults (2). 
Since 1900, the number of stroke deaths has declined (3), and 
substantial advances have been made in the diagnosis and treat- 
ment of ischemic stroke during the previous decade (4); how- 
ever, the proportion of deaths that occur before patients are 
transported to hospitals has increased to nearly half of all stroke 
deaths (5). One of the national health objectives for 2010 is 
to increase the proportion of persons who are aware of the early 
warning symptoms and signs of stroke (objective no. 12.8) (6). 
To assess public awareness and knowledge of the proper emer- 
gency response, CDC analyzed 2001 data from the Behavioral 
Risk Factor Surveillance System (BRFSS) in 17 states* and the 
U.S. Virgin Islands (USVI). This report summarizes the results 
of that analysis, which indicated that public awareness of sev- 
eral stroke signs is high, but the ability to recognize the five 
major warning signs’ is low. Education campaigns are needed 
to increase public awareness of stroke signs and the necessity of 


calling 911 when persons are suffering a possible stroke. 





*Alabama, Arkansas, Colorado, Connecticut, Hawaii, Louisiana, Maine 
Minnesota, Montana, Ohio, South Carolina, Tennessee, Utah, Virginia, West 
Virginia, Wisconsin, and Wyoming. 

Sudden confusion, trouble speaking or understanding; sudden numbness or 
weakness of the face, arm, or leg, especially on onc side ol the body sudden 
trouble seeing In one OF both eyes; sudden trouble walking, dizzine ss, or loss of 


balance or coordination; and sudden, severe headache with no known caus« 
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TABLE 1. Percentage of persons recognizing correct and incorrect stroke warning signs and action taken during a possible stroke, 
by area — Behavioral Risk Factor Surveillance System, 17 states and the U.S. Virgin Islands, 2001 





Sudden 
confusion 


Sudden 
numbness/ 
or trouble weakness of 
speaking face, arm, leg 


No.* % (95% Cit) % 





State (95% Cl) % 


Sudden trouble 
seeing in one 
or both eyes 


(95% Cl) % 


Would call 911 
if someone 
were possibly 
having a heart 
attack or stroke 


Sudden trouble 
walking, 
dizziness, loss 
of balance 


Sudden, severe 
headache with 
no known cause 


(95% Cl) % 


Sudden 
chest pain 
(incorrect) 


(95% Cl) % (95% Cl) 











Alabama 
Arkansas 
Colorado 
Connecticut 
Hawaii 
Louisiana 
Maine 
Minnesota 
Montana 

Ohio 

South Carolina 
Tennessee 
Utah 

Virginia 

West Virginia 
Wisconsin 
Wyoming 

U.S. Virgin Islands 


Total 


2,722 (90.2) 3) (95.4) 
2,826 (86.2) 5) (92.6) 
2,009 (85.9) 8) (91.9) 
7,518 (85.2) 0) (92.0) 
4,492 (84.8) 5) (91.7) 
4,732 (84.4) 2) (91.2) 
2,375 (88.6) 5) (94.7) 
3,928 (90.8) 1) (96.3) 
3,333 (91.1) 4) (94.7) 
3,316 (88.5) 5) (94.0) 
3,023 (85.8) 5) (94.7) 
2,716 (88.6) 5) (94.0) 
3,596 (86.4) 5) (94.0) 
2,857 (87.4) 6) (94.6) 
3,035 (92.6) 1) (95.5) 
3,344 (89.9) (+1.3) (96.5) 
2,994 (87.6) (+1.3) (93.2) 
2,153 (72.5) (+2.5) (86.0) 


61,019 (87.9) (+0.4) (94.1) 


(+1 
(+1 
(+1 
(+1 
(+1 
(+1 
(+1 
(+1 
(+1 
(+1 
(+1 
(+1 
(+1 
(+1 
(+1 


(+1.0) (70.8) 
(+1.1) (61.1) 
(+1.4) (69.2) 
(+0.9) (64.0) 
(+1.2) (71.4) 
(+0.9) (64.8) 
(+1.1) (63.7) 
(+0.7) (75.1) 
(+0.9) (73.1) 
(+1.2) (65.3) 
(+1.0) (62.6) 
(+1.0) (69.9) 
(+1.0) (66.9) 
(+1.1) (69.9) 
(+0.9) (72.4) 
(+0.7) (71.0) 
(+1.1) (66.6) 
(+1.9) (45.2) 


(+0.3) (68.1) 


(+1.9) 
(+2.0) 
(+2.3) 
(+1.3) 
(+1.8) 
(+1.5) 
(+2.2) 
(+1.5) 
(+2.1) 
(+2.0) 
(+2.0) 
(+2.0) 
(+2.0) 
(+2.0) 
(+1.8) 
(+1.9) 
(+1.9) 
(+1.9) 


(+0.6) 


% (95% Cl) 
(85.4) (+1.5) 
(82.3) (+ 
87.0) 

(89.7 

(88.4) 

(81.0) 

(83.3) 

(90.1) 

(80.4) 

(86.0) 

(86.2) 

(86.8) 

(85.5 

(85.3) 

(83.1) 

(88.6) 

(84.7) 

(72.1) 


(86.1) 


(87.8) 
(84.4) 
(85.7) 
(82.4) 
(84.8) 
(82.1) 
(84.8) 
(90.6) 
(89.0) 
(84.8) 
(82.0) 
(83.4) 
(86.7) 
(87.5) 
(90.1) 
(90.0) 
(87.2) 
(73.7) 


(85.9) 


(+1.4) (67.9) 
6) (58.8) 
8) (63.3) 
1) (55.3) 
5) (65.5) 
2) (62.9) 
6) (54.9) 
0) (64.7) 
4) (65.8) 
6) (57.6) 
7) (56.6) 
6) (62.7) 
4) (61.3) 
4) (61.9) 
2) (68.1) 
(+1.2) (61.3) 
(+1.3) (60.4) 
(+2.4) (47.9) 


(+0.4) (61.3) 


(+2.0) (38.3) (+2.1) 
(+2.0) (35.9) (+2.0) 
(+2.3) (35.9) (+2.3) 
(+1.3) (35.9) (+1.3) 
(+1.9) (58.7) (+2.0) 
(+1.5) (46.7) (+1.6) 
(+2.2) (35.3) (+2.1) 
(+1.7) (36.1) (+1.7) 
(+2.3) (44.4) (+2.3) 
(+2.0) (34.5) (+2.0) 
(+2.0) (37.2) (+2.0) 
(+2.2) (37.2) (+2.1) 
(+2.1) (33.3) (+2.0) 
(+2.1) (38.7) (+2.1) 
(+1.9) (44.7) (+2.0) 
(+2.0) (36.2) (+1.9) 
(+2.0) (33.0) (+1.9) 
(+2.7) (46.2) (+2.7) 
(+0.6) (37.8) (+0.6) 


(+1 
(+1 
(+1 
(+1 
(+1 
(+1 
(+1 
(+1 
(+1 
(+1 
(+1 
(+1 
(+1 
(+1 





; Number of respondents 
' Confidence interval 


persons were both aware of all correct stroke signs and 
reported that they would first call 911 if they thought some- 
one was having a heart attack or stroke. Awareness of all cor- 
rect stroke warning signs and calling 911 was lower in USVI 
(5.9%) than in the states (range: 11.8% [Hawaii]—21.7% 
|Alabama)]). 

Reported by: /B Croft, PhD, K/ Greenlund, PhD, C Ayala, PhD, 
NL Keenan, PhD, Z] Zheng, PhD, GA Mensah, MD, Div of Adult 
and Community Health, National Center for Chronic Disease Prevention 
and Health Promotion, CDC. 


Editorial Note: Immediate emergency transport to the hos- 


pital and timely appropriate care can reduce disability and 


death associated with stroke. The public should be aware of 


the major warning signs of stroke and take prompt action for 
a stroke patient. The findings in this report indicate that, in 
2001, although recognition of several individual signs was high, 
recognition of all five major warning signs and the need to 
call 911 immediately for care was low. These estimates of stroke 
signs awareness and the need for urgent action suggest that 
state and local public health efforts must improve public aware- 
ness of stroke urgency if the 2010 national health objective 
(6) is to be achieved. State variations in public awareness might 
reflect past education efforts by some state health departments, 
the American Stroke Association, and the National Institute 
of Neurological Disorders and Stroke; however, greater efforts 


are needed. 


TABLE 2. Percentage of persons recognizing all correct stroke 
warning signs and who reportedly would take action to call 911 
if someone were possibly having a stroke, by area — Behav- 
ioral Risk Factor Surveillance System,17 states and the U.S. 
Virgin Islands, 2001 





All correct 
signs and 
action to call 
911 reported 
(%) (95% Cl) 
(21.7) 
(13.1) 
(17.6) 
(17.2) 
(11.8) 
(11.9) 
(15.4) 
(21.1) 
(15.0) 
(16.4) 
(13.6) 
(16.9) 
(15.8) 
(19.3) 
(15.7) 
(20.4) 
(16.9) 
(5.9) 
(17.2) 


All correct 
stroke signs 
reported 
(%) (95% Ci*) 
(24.8) (+1.8) 
(15.7) (+1.5) 
(19.8) (+1.9) 
(18.9) (+1.1) 
(13.3) (+1.3) 
(14.7) (+1.1) 
(18.1) (+1.8) 
(22.8) (+1.4) 
(18.7) (+1.8) 
(18.5) (+1.6) 
(15.4) (+1.4) 
(19.7) (+1.7) 
(18.1) (+1.6) 
(22.0) (+1.7) 
(18.5) (+1.5) 
(22.9) (+1.7) 
(19.7) (+1.5) 
(7.5) (+1.3) 
(19.6) (+0.5) 





No.* 


2,722 
2,826 
2,009 
7,518 
4,492 
4,732 
2,375 
3,928 
3,333 
3,316 
3,023 
2,716 
3,596 
2,857 
3,035 
3,344 
2,994 


Area 





Alabama 
Arkansas 
Colorado 
Connecticut 
Hawaii 
Louisiana 
Maine 
Minnesota 
Montana 

Ohio 

South Carolina 
Tennessee 
Utah 

Virginia 

West Virginia 
Wisconsin 
Wyoming 

U.S. Virgin Islands 2,153 
Total 61,019 


* Number of respondents. 
Confidence interval. 


7) 
3) 
8) 
0) 
2) 
0) 
6) 
4) 
6) 
5) 
3) 
6) 
5) 
6) 
4) 
6) 


(+1 
(+1 
(+1 
(+1 
(+1 
(+1 
(+1 
(+1 
(+1 
(+1 
(+1 
(+1 
(+1 
(+1 
(+1 
(+1 
(+1.4) 
(+1.2) 


(+0.4) 
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lhe findings in this report are subject to at least three limi- 
tations. First, BRFSS data are based on self reports and are 
subject to social desirability and recall biases. Second, using 
¢ losed ended que stions W ith fixed responses resulted in higher 
estimates of stroke sign recognition than using open-ended 
questions in which a respondent provides an answer but no 
choices are available to prompt the respondent (8); therefore, 
these estimates for individual signs probably overestimate the 
true prevalence of awareness. Finally, BRFSS excludes house- 
holds without telephones. 

Stroke is an emergency event requiring immediate action. 
Friends, relatives, and co-workers of persons at high risk (i.e., 
those with uncontrolled high blood pressure or a history of 
transient ischemic attacks, atrial fibrillation, diabetes, stroke, 
or heart attack) and the general public need to be aware of the 
major warning signs and be willing to call 911 for emergency 
help. Education efforts to increase public recognition of stroke 
warning signs can reduce delays in arriving at an emergency 
department (9). These educational messages should be pro- 
moted in community settings (e.g., health-provider offices, 
schools, and worksites) or on grocery bags, pharmacy bags, or 
billboards to increase public awareness of major stroke warn- 
ing signs and action 
References 
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Spina Bifida and Anencephaly 
Before and After Folic Acid 
Mandate — United States, 
1995-1996 and 1999-2000 


Neural tube defects (NTDs) are serious birth defects of the 
spine (e.g., spina bifida) and the brain (e.g., anencephaly) that 
occur during early pregnancy, often before a woman knows 
she is pregnant; 50%—70% of these defects can be prevented 
if a woman consumes sufficient folic acid daily before con- 
ception and throughout the first trimester of her pregnancy 
(7). In 1992, to reduce the number of cases of spina bifida 
and other NTDs, the U.S. Public Health Service (USPHS) 
recommended that all women capable of becoming pregnant 
consume 400 yg of folic acid daily. Three approaches to 
increase folic acid consumption were cited: 1) improve 
dietary habits, 2) fortify foods with folic acid, and 3) use 
dietary supplements containing folic acid (7). Mandatory for- 
tification of cereal grain products went into effect in January 
1998; during October 1998—December 1999, the reported 
prevalence of spina bifida declined 31%, and the prevalence 
of anencephaly declined 16% (2). Other studies have indi- 
cated similar trends (3). To update the estimated numbers of 
NTD-affected pregnancies and births, CDC recently analyzed 
data from 23 population-based surveillance systems that 
include prenatal ascertainment of these birth defects. This 


report summarizes the results of that analysis, which indicate 


that the estimated number of NTD-affected pregnancies in 
the United States declined from 4,000 in 1995-1996 to 3,000 


in 1999-2000. This decline in NTD-affected pregnancies 


highlights the partial success of the U.S. folic acid fortifica- 
tion program as a public heaith strategy. To reduce further the 
number of NTD-aftected pregnancies, all women capable of 
becoming pregnant should follow the USPHS recommenda- 
tion and consume 400 yg of folic acid every day. 

The numbers of annual NTD-affected birth defects were 
calculated from a 24-month prefortification period (1995- 
1996) and a 24-month postfortification period (1999-2000). 
lo calculate the number of NTD-affected pregnancies 
(including live births, stillbirths, fetal deaths, and elective ter- 
minations), CDC estimated prevalence for spina bifida and 
anencephaly obtained from eight population-based surveil- 
lance systems that collect data systematically from sources that 
perform diagnostic prenatal ultrasounds as part of their sur- 
veillance programs (2). The numbers of spina bifida—affected 
pregnancies and anencephaly-affected pregnancies were cal- 
culated separately and then added together to provide an esti- 
mated total of NTD-affected pregnancies. Because the eight 
systems did not separate prenatally ascertained pregnancies 


from births, fetal deaths, and elective terminations, the 








aware: adj 


(9-'war) 1 : marked by comprehension, 
cognizance, and perception; see 


also MMWR. 


know what matters. 
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remaining 15 population-based birth defects surveillance sys- 
tems which do not collect prenatally ASC ertained cases, were 
used to estimate the number of live births, stillbirths, and 
fetal deaths (occurring at >20 weeks’ gestation) affected by 
NTDs (2). Previously published research on the ascertainment 
of NTD-affected pregnancies indicated that 9%—42% of such 
pregnancies were diagnosed prenatally (4 

Che number of live births used as the denominator for cal 
culating the prevalence estimates is published by CDC's 
National Center for Health Statistics (5). In 1999, approxi 
mately 6.9 million pregnancies occurred in the United States, 
resulting in 4.0 million births, 1.3 million induced abortions, 
ind 1.0 million fetal deaths (6). In one study, 87% of fetal 
deaths occurred during the embryonic period, when a diag 
nosis of an NTD would rarely be made or included in exist 
ing birth defect surveillance systems (7). Adjusting the 
denominator for those remaining (13%) fetal losses occur 
ring at 14—20 weeks only slightly modified the prevalence and 
numbers of cases determined in the calculations. 

On the basis of data from the eight systems with prenatal 
ascertainment, an estimated 2,490 spina bifida—aftected preg 
nancies and 1,640 anencephaly-aftected pregnancies occurred 
annually before fortification of food with folic acid (Table). 
Phe total annual average number of NTD-aftected pregnan 
cies was 4,130. After fortification, an estimated 1,640 spina 
bifida—affected pregnancies and 1,380 anencephaly-aftected 
pregnancies occurred, for an annual average of 3,020 NTD 


70 


attected pregnancies (a decline). On the basis of data 
from the 15 systems without prenatal ascertainment, an esti 
mated 1,980 spina bifida—aftected births and 970 anenceph 
aly-affected births occurred annually before fortification, for 
an annual average total of 2,950 NID affected live births, 
stillbirths, and fetal deaths at >20 weeks’ gestation. After for 
tification, an estimated 1,340 births affected by spina bifida 
and 840 births affected by anencephaly occurred, for a total 
of 2,180 NTD-affected live births and stillbirths per year (a 
26% decline The difference between the number of cases 


reported from systems with and without prenatal ascertain 


ment suggests that an estimated 1,180 fetal deaths (occurring 
at <20 weeks) or elective terminations occurred before fortifi- 
cation, compared with 840 after fortification. 

Reported by: 7? Mersereau, MN, K Kilker, Battelle Centers for Publi 
MPH, E Fassett, MS, Assoc 
for Teachers of Preventive Medicine, Atlanta, Ge orgia. | M illiams, MSN 
1 Flores, MPH, C Prue, PhD, L Williams, MPH, C Mai, MPH, 
] Mulinare, MD, Div of Birth Defects and Deve lopme ntal Disabilities, 
National Center on Birth Defects and Det clopme ntal Disabilities, CDC. 


Health Research ana Evaluation; H Carte) 


Editorial Note: The estimated decrease in the number of 
NTD-affected pregnancies after fortification highlights the 
success of folic acid fortification as a public health strategy. 
Periodic estimates of the number of NTD-affected pregnan- 
cies and births in the United States are needed to track the 
effects of ongoing and future public health activities. Although 
behavior changes (e.g., reported increased use of folic acid 
supplements) provide indirect evidence of the success of the 
folic acid mandate, the ultimate measure of success is the 
extent of the decline of NTD-affected pregnancies and births. 

Phe observed decrease in N | D affected pregnancies of 
approximately 26% is less than what was estimated from 
research trials (/). More effort is needed if the 2010 national 
health objective of reducing the occurrence of spina bifida 
and other NTDs by 50% (objective no. 16-15) is to be 
achieved (S). 

lhe findings in this report are subject to at least two limita- 
tions. First, prevalence data were derived from surveillance 
systems. Because data collection is ongoing and data from the 
most recent years are likely to be incomplete because of 
reporting lags, only data through 2000 were used to calculate 
estimates. Second, because ascertainment of prenatally diag- 
nosed cases varies by surveillance system, the number of cases 
probably is underestimated. However, prevalence of pregnan- 
cies or infants affected by NTDs collected for several years 
Can prov ide reasonable estimates if the data are not too recent. 
he calculated prevalence data cover approximately one half 
of annual U.S. births in addition to prenatally diagnosed and 


electively terminated cases from eight surveillance systems (3). 


TABLE. Estimated average annual numbers* of spina bifida and anencephaly cases based on prevalence? from surveillance sys- 
tems with and without prenatal ascertainment — United States 1995-1996 and 1999-2000 





Prefortification (1995-1996) 


Postfortification (1999-2000) 





Spina bifida 


Anencephaly 





Spina bifida Anencephaly 





Category Prevalence No. 


Prevalence 





No. Total Prevalence No. Prevalence No. Total 





ten P prenat rtainment 4 4 
>yste with pre 1S € 6.4 ) 42 
ystems 


Fetal deatt and ele 


4,130 4.1 1,640 3.5 1,380 3,020 
2,950 3.4 1,340 2.1 840 2,180 
1,180 840 





* Per 10,000 live births 

' Numbers of neural tube ct—affected pregnancies 
postfortification years (1995 

Estimated total number of live birtt tillbirtt and fetal deaths at >20 weeks 


* Fetal deaths and elective terminations 


and births determined as prevalence multiplied by the average total number of U.S. births during prefortification and 
1996 and 1999-2000, respectively). Total U.S. births derived from National Vital Statistics System (5) 
Estimated total number of pregnancie ncluding live births, stillbirths, prenatally diagnosed cases 


ind elective terminations 


alculated as difference between systems with and without prenatal ascertainment 
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For the numbers of NTDs to be reduced, more effort is 
needed to increase consumption of 400 yg of folic acid each 
day by reproductive-aged women. Concerns include not only 


changing attitudes, knowledge, and behaviors of women, but 


also those of health-care providers regarding consumption of 


additional folic acid (e.g., folic acid-containing supplements 
or fortified breakfast cereals). Taking a vitamin with folic acid 
or eating a breakfast cereal fortified with 400 yg of folic acid 
per serving every day (9) are important components of the 
birth defects prevention efforts for women of childbearing 
age, regardless of pregnancy intention. 

Health-care providers can have a substantial impact on the 
increased use of folic acid—containing supplements. A total of 
88% of women of reproductive age reported that they would 
take a folic acid-containing supplement if their health-care 


providers recommended it; however, only 37% of women 
reported that their health-care providers currently made that 


recommendation to them (Porter Novelli International, 


unpublished data, 2002). Ongoing monitoring of rates of 


NTDs and the assessment of the level of blood folates will 
help to quantify the effectiveness of the primary prevention 
effort for these serious birth defects in the United States. 
Additional studies will be needed to assess whether future 
NTD-affected pregnancies are the result of other causes 
besides folic acid insufficiency or a failure to consume the 


recommended amount of folic acid. 
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Lyme Disease — United States, 
2001-2002 


Lyme disease (LD) is caused by the spirochete Borrelia 
burgdorferi and is transmitted through the bite of /xodes spp. 
ticks. CDC began LD surveillance in 1982, and the Council 


of State and Territorial Epidemiologists designated LD a 


nationally notifiable disease in 1991. This report summarizes 
the analysis of 40,792 cases of LD reported to CDC during 


2001-2002. The results of that analysis indicate that annual 
LD incidence increased 40% during this period. The contin- 
ued emergence of LD underscores the need for persons in 
areas where LD is endemic to reduce their risk for infection 
through integrated pest management, landscaping practices, 
repellent use, and prompt removal of ticks. 

For surveillance purposes, a case of LD is defined as physi 
cian-diagnosed erythema migrans (EM) >5 cm in diameter or 
at least one objective manifestation of late LD (e.g., muscu 
loskeletal, cardiovascular, or neurologic) with laboratory con 
firmation of B. burgdorferi infection using a two-tiered assay 
(/). National, state, and age-specific incidence was calculated 
by using U.S. Census Bureau data for 2001 and 2002; inci- 
dence by county was calculated by using U.S. Census data for 
2000. 

In 2001, a total of 17,029 cases of LD were reported to 
CDC by 43 states and the District of Columbia, yielding a 
national incidence of 6.0 cases per 100,000 population. In 
2002, the number of reported cases increased 40% to 23,763 
cases, yielding a national incidence of 8.2 cases per 100,000 
population (Table, Figure 1). All states except Hawaii, Mon- 
tana, and Oklahoma reported cases during 2002. 

Twelve states reported an incidence of LD that was higher 
than the national average in both 2001 and 2002: Connecti 
cut, Delaware, Maine, Maryland, Massachusetts, Minnesota, 
New Hampshire, New Jersey, New York, Pennsylvania, Rhode 
Island, and Wisconsin. These 12 states account for 95% of 
cases reported nationally (Table, Figure 2). 

During 2000-2001, LD case reports increased in 15 states, 
decreased in 26 states, and remained the same in nine states. 
During 2001—2002, LD case reports increased in 39 states, 
decreased in seven states, and remained the same in four states. 
Only one state, Arkansas, reported a decrease for both 2001 
and 2002. 

Counties reporting >15 cases accounted for >90% of all 
cases reported in both years. During 2001-2002, the number 
of counties reporting >15 cases increased from 123 to 151. In 
2001, a total of 35 counties in seven states (Connecticut, 
Delaware, Massachusetts, New Jersey, New York, Pennsylva- 
nia, and Rhode Island) reported >100 cases. In 2002, a total 


of 53 counties in 10 states (i.e., the seven states from 2001 
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TABLE. Number of reported cases of Lyme disease, by area, 1993-2002, and incidence*, 2001-2002 — United States 





Area 


1993 1994 1995 1996 1997 


1998 


1999 2000 2001 2002 Total 


Incidence 


2001 


2002 





Alabama 
Alaska 
Arizona 


Arkansas 


Connectic 
Delaware 
District of ¢ 
Florida 

Geo 

Hawaii 

Idah« 

indiana 

lowa 

Kansa 
Kentucky 
LOouIsiana 
Maine 
Maryland 
Massachusetts 
Michigan 
Minnesota 
Mississipp 
Missouri 
Montana 
Nebraska 
Nevada 

New Hampshire 
New Jersey 
New Mexico 
New York 
North Carolina 
North Dakota 
Oni 
Oklahoma 
Oregon 
Pennsylvania 
Rhode Island 
South Carolina 
South Dakota 
Tennessee 
Texas 

Utat 

Vermont 
Virginia 
Washingtor 
West Virginia 
Wisconsir 
Wyoming 


Total 


8,257 13,043 


1 


1 
2 
4 


2 
154 
0 
2,297 


109 


67 

11 

10 
480 

3 
12,801 


11,700 16,455 


24 


16,801 


20 6 11 113 
0 2 q 10 

3 2 3 18 

7 7 é 117 
139 OF 95 1,066 
3 ) ‘ 5 
3,215 3,775 7 28,979 
1,344 

94 

492 

202 

2 

34 

229 

265 


3 

323 

733 

19 

203 

1,164 

102 

y 35 237 
490 631 5,520 
3 3 1 2 34 
16,273 17,730 153,852 


0.22 
0.32 
0.06 
0.15 
0.28 
0.00 
105.02 
19.09 
2.97 
0.26 
0.00 
0.00 
0.38 
0.26 
0.43 
1.23 
07 
0.57 
18 
8.39 
31 
8.25 
0.21 
).28 
0.66 
0.00 
0.23 
0.19 
10.24 
23.81 
0.05 
21.48 
0.50 
0.00 
0.39 
0.00 
0.43 
22.84 
48.16 
0.15 
0.00 
0.54 
0.35 
0.04 
2.94 
2.17 
0.15 
0.89 
11.05 
0.20 
5.98 


0.25 
0.47 
0.07 
0.11 
0.28 
0.02 
133.82 
24.03 
4.38 
0.47 
0.02 
0.00 
0.30 
0.37 
0.34 
1.43 
0.26 
0.61 
0.11 
16.92 
13.52 
28.11 
0.26 
17.27 
0.42 
0.72 
0.00 
0.35 
0.09 
20.47 
27.35 
0.05 
28.89 
1.65 
0.16 
0.72 
0.00 
0.31 
32.34 
79.65 
0.63 
0.26 
0.48 
0.64 
0.22 
6.00 
3.55 
0.18 
1.44 
20.03 
0.40 
8.24 





* Per 100,000 population 


plus Maine, Minnesota, and New Hampshire) reported >100 
cases. For both 2001 and 2002, the highest incidence of LD 
was reported from Columbia County, New York, with 1,026 
and 1,583 cases per 100,000 population, respectively. 
Combining data for both years, information on patient age 
and sex was available for 99% of patients. Patient ages ranged 
from 1 to 101 years and followed a bimodal distribution, 


with incidence peaks among children aged 5-14 years (9.9 


cases per 100,000 population per year) and adults aged 50- 
59 years (9.2 cases per 100,000 population per year). Overall, 
21,525 (53%) of 40,440 patients were male. Demographic 
features differed for states with above- and below-average 
incidence. Among 12 states with above-average incidence, the 
modal age of patients was 6 years; 54% were males. Among 
38 states with below-average incidence, the modal age of 


patients was 44 year’s, 47% were males. 
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FIGURE 1. Number of reported cases of Lyme disease, by year 
— United States, 1991-2002 
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A total of 83% of reports for 2001 and 2002 had a date of 
illness onset provided. Patients were most likely to have ill- know what matters. 
ness in May (7%), June (28%), July (31%), or August (12%). 
Fewer than 7% were reported to have illness onset during 
December—March. Among 31,120 patients for whom at least 
one clinical finding was indicated, a history of EM was 
reported for 21,126 (68%) patients, arthritis for 10,126 (33%) 
patients, Bell’s palsy for 2,510 (8%) patients, and radiculopathy 
for 1,009 (3%) patients. Meningitis, encephalitis, and heart 
block were reported in <1% of patients. 

Reported by: State and District of Columbia health departments. 
RM Bacon, MS, PS Mead, MD, JL Kool, MD, AS Postema, MPH, 


te: “ | thao Dispatch 
Div of Vector-Borne Infectious Diseases, National Center for Infectious p 
Diseases; JE Staples, MD, FIS Offic er, CDC. 
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Editorial Note: During 2002, a total of 23,763 LD cases were 


reported to CDC, more than in any previous year. Analysis of 


2001 and 2002 data indicates that, as in previous years, most 
cases occur in northeastern, mid-Acantic, and north central 
states, and the largest proportion of cases are reported among 
persons aged 5—14 years and 50—59 years. Factors potentially 
contributing to the increase in reported cases include growing 
populations of deer that support the /xodes tick vector, 
increased residential development of wooded areas, tick dis- 
persal to new areas, improved disease recognition in areas where 
LD is endemic, and enhanced reporting. 

Surveillance for LD is subject to several limitations. Studies 
from the early 1990s suggested that LD cases were 
underreported by six to 12-fold in some areas where LD is 
endemic (2,3); the current degree of underreporting for 
national data is unknown. In addition, differences in the 
demographics of reported cases among states with above- and 
below-average incidence suggest variation in diagnostic and 
reporting practices among states. Clinicians are reminded that 
the LD case definition was developed for surveillance pur 
poses and might not be appropriate for clinical management 
of individual patients (/). 

In February 2002, the only Food and Drug Administra- 
tion—approved LD vaccine for humans was withdrawn from 
the market, reporte dly because ot poor sales. However, several 
other effective preventive measures remain available to per- 
sons living in areas where LD is endemic (4). Personal protec 
tive measures, such as repellent use and routine tick checks, 
are key components of primary prevention (Box). Removing 
infected ticks within 48 hours of attachment can reduce the 
likelihood of transmission (5), and prompt antimicrobial pro- 
phylaxis of tick bites, although controversial, might be ben 
eficial under certain circumstances (6). Exposure to ticks in 
peridomestic and recreational areas can be reduced 50%—90% 
through simple landscaping practices, such as removing brush 
and leat litter or creating a bufter zone of wood chips Oo! gravel 
between forest and lawn or recreational areas (4,7) (Figure 3). 
Correctly timed applications of pesticides to yards once or 
twice a year can decrease the number of nymphal ticks 68% 
100% (8,9). In addition to these interventions, several novel 
approaches to LD prevention are under investigation or will 
soon be available. These include bait boxes and “four-poster” 
devices that deliver acaricides to rodents and deet without 
harming them, and the use of biologic agents, such as fungi 
that kill /vodes ticks (4,10 


BOX. Epidemiology, diagnosis, treatment, and prevention of 
Lyme disease (LD) 





Epidemiology 

¢ LD is a zoonotic disease caused by the spire chete Borre- 
lia burgdorferi and is transmitted to humans through 
the bite of Lxodes spp. ticks. 

¢ Cases in the United States are reported most frequently 
by northeastern, mid-Atlantic, and north central states. 

Clinical findings 

¢ Early localized LD occurs 3—30 days after the tick bite; 
symptoms include erythema migrans (EM), often 


accompanied by mild systemic symptoms such as muscle 


aches, fever, headache, and lymphadenopathy. 


¢ Early disseminated disease occurs 1-4 months after the 
tick bite; symptoms include cranial-nerve facial palsy, 
meningitis, radiculopathy, and heart block. 

¢ Late disease usually begins 3—4 months after the tick 
bite; symptoms include arthritis in large joints, severe 
headaches, encephalitis, and cognitive disorders. 

Diagnosis 

¢ Diagnosis is based primarily on clinical findings. 

¢ Laboratory confirmation is most valuable in patients 
with disseminated disease. Patients with early LD or EM 
often have false-negative tests. 
When indicated, CDC recommends a two-tiered assay, 
involving a screening test (i.e., enzyme-linked immuno- 
sorbent assay or immunofluorescent assay) and confir- 
mation test (e.g., Western blot). 
Borrelia spp. also can be cultured by using a special 
medium (e.g., modified Barbour-Stoenner-Kelly medium). 
Polymerase chain reaction has not been standardized for 
routine diagnosis of LD. 

Treatment* 

¢ Early localized LD is treated by administering doxycy- 
cline or amoxicillin orally for 14-21 days. 

¢ Early disseminated and late LD are treated for 14-28 
days with either oral or parental therapy, depending on 
symptoms; ceftriaxone is the preferred parental therapy. 

Reporting 

¢ Cases should be reported to the state health department. 

¢ CDC's surveillance case definition’ is for public health 
purposes and should not be used as absolute diagnostic 
criteria. 

Prevention 

¢ NoLD vaccine for humans is available in the United States. 

¢ Prevention should focus on reducing exposure to ticks 
through landscaping practices, pesticides, and personal 


yrotective measures (e.g., tick checks and repellent). 
f (e. k check 1 repellent) 





ent guidelines in Clinical Infectious Disease 2000;31:S1—S14 


www.cdce.gov/ncidod/dvbid/lyme/casedef2.htm 
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FIGURE 3. Exposure to ticks can be reduced by creating a 
buffer zone of wood chips or gravel between forest and lawn 
or recreational areas 
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Impact of Heat Waves 
on Mortality — Rome, Italy, 
June-August 2003 


During June-August 2003, record high temperatures were 
reported across Europe; Italy was one of the countries most 
affected. To assess the impact of the summer 2003 heat waves 
on mortality, the Rome Local Health Authority analyzed tem- 
perature and daily mortality data for June-August 2003. This 
report summarizes the results of that analysis, which indicated 
that an estimated 1,094 excess deaths occurred during three 
major heat wave periods in 2003, an increase of 23% com- 
pared with the average annual number of deaths during 1995- 
2002. Improvements have been made in warning systems and 
prevention programs that target persons at high risk to reduce 
excess mortality during future heat waves. 

Data on daily deaths during June-August 2003 were 
obtained from the Mortality Registry Office of Rome. Deaths 
caused by injury and poisoning (/nternational Classification 
of Deaths, Ninth Revision: 800-999) and deaths that occurred 
outside Rome were excluded from the analysis. Maximum 
apparent temperature (MAT)* was defined as an index of 
human discomfort on the basis of air temperature and dew 
point temperature (/). A major heat wave period was 
defined as MAT >90th annual percentile and an increase of 
4° F (2° C) compared with the previous day. Daily excess 
mortality was defined as the difference between the number 
of deaths observed on a given day and the smoothed average 
daily value for the reference period (1995-2002). Confidence 
limits were determined by assuming a Poisson distribution. 
Association between excess mortality and socioeconomic sta- 
tus was evaluated for the census tract of residence by using a 
deprivation index based on education, occupation, unem- 
ployment, number of family members, overcrowding, and 
household ownership (2). 

During June-August 2003, the mean daily temperature was 
5° F (3° C) above the mean for the reference period, and MAT 
was 95° F (35° C), compared with 88° F (31° C) for the refer- 
ence period. During June-August 2003, MAT was >91° F 
(>33° C) (90th annual percentile) on 55 days (72%), com- 
pared with 35% of days during the reference period. Three 
major heat wave periods occurred during June-August 2003. 
The first episode (June 9—July 2) registered a mean MAT of 
97° F (36° ©), with peaks of 100° F (38° C) and 104° F (40° 
C); the second episode (July 10-30) had a mean MAT of 97° 
F (36° C) and registered two peaks >104° F (>40° C); and the 
third episode (August 3—13) was shorter but registered a mean 
MAT of 100° F (38° C), with 3 days >104° F (>40° C). 





* Calculated as -2.653 + 0.994Ta + 0.0153 (Td°). 
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TABLE. Number and daily mean of deaths reported and expected and number of estimated excess deaths, by selected characteristics 
— Rome, Italy, June-August 2003 





Estimated 
No. deaths reported No. deaths expected no. excess 


Characteristic Total Daily mean Total Daily mean deaths 


Age group (yrs)§ 5,894 64.1 4,800 52.2 1,094 
0-64 840 9.1 870 9.5 -30 
65-74 1,150 12.5 1,084 11.8 66 
75-84 1,919 20.9 1,484 16.1 435 
»85 1,985 21.6 1,362 14.8 623 
Sex$ 
Male 2,689 29.2 2,379 25.9 
Female 3,205 34.8 2,421 26.3 
Location of death’ 
In hospital 2,223 36.4 2,088 34.2 
Out of hospital 1,170 19.2 954 15.6 
Socioeconomic level™** 
High 824 13.5 778 12.8 
Medium high 1,227 20.1 1,195 19.6 
Medium low 1,144 18.8 1,016 16.6 
Low 789 12.9 670 11.0 
* Number of excess deaths multiplied by 100, divided by number of deaths expected 
' Confidence interval 
3% Data for June—August 2003 
1 Data for June-July 2003 
** A factor analysis was used that divided persons on the basis of the 20th, 50th, and 80th percentiles into four socioeconomic categories as shown 


Variation* 
(95% Cl') 
(19.7-—25.9) 
(-10.0—3.1) 
(0.0—12.2) 
(23.6—35.1) 
(39.3—52.1) 














(8.7—17.3) 
(27.8—37.0) 


(2.0—10.9) 
(15.6—29.7) 


(-1.3—13.2) 
(-3.1-8.4) 
(6.1-19.2) 
(9.5-26.0) 





Daily mortality trends followed temperature trends, with 28%). A higher excess mortality was observed for out-of- 


peaks in deaths occurring on the same day as or <2 days from hospital deaths (22.6%) than for in-hospital deaths (6.4%). 


peaks in MAT. During June-August 2003, both temperatures 
and mortality trends were consistently above the long-term 
trend, and total mortality was 22.8% higher than expected, 
with an estimated 1,094 excess deaths (Table). The first heat 
wave was associated with an increase in mortality of 352, with 
peaks in mortality of 87 deaths on June 14 (daily excess mor- 
tality: 58%) and 88 deaths on June 26 (daily excess mortality: 
54%), corresponding to peaks in MAT of 100° F (38° C) and 
104° F (40° C), respectively. During the second heat wave, 


319 excess deaths occurred; a peak in mortality (89 deaths) 


occurred on July 25 (daily excess mortality: 68%), with a lag 


of | day. A second peak in mortality (84 deaths) occurred on 
July 27 (daily excess mortality: 55%), coinciding with the peak 
MAT (106° F [41° C]). During the third heat wave, 170 
excess deaths were reported. Peaks in mortality occurred on 
August 8 and August 12, with 77 (excess mortality: 48%) and 
78 (excess mortality: 59%) daily deaths registered <2 days 
after peaks in MAT (102° F [39° C} and 106° F [41° C)). 
Excess mortality occurred only among persons aged >65 years 
and increased with age, with the greatest impact on persons 
aged >85 years (623 deaths; excess mortality: 45.7%) (Table). 
The greatest increase in mortality occurred among females 
(estimated daily excess: 35%), reflecting the higher proportion 


of women aged >85 years (age distribution: women, 72%; men, 


Excess mortality was associated with socioeconomic status, with 
an excess mortality of 5.9% among persons in the highest level 
and 17.8% among those in the lowest level (Table). 

Reported by: ? Michelozzi, MS, F de’ Donato, MS, G Accetta, PhD, 
F Forastiere, PhD, M D'Ovidio, MS, C Perucci, MD, Dept of 
Epidemiology, Rome Local Health Authority, Italy. L Kalkstein, PhD 
Center for ¢ limatic Research l jill of Delaware Newark, Nie Ww Jersey. 
Editorial Note: During summer 2003, the early onset of hot 
weather, unusually high temperatures, and prolonged heat- 
stress conditions caused extreme peaks in mortality through- 
out Europe. The total number of heat-related deaths that 
occurred during the summer 2003 heat wave is unknown 
However, excess mortality data from five countries (France, 
Italy, Portugal, Spain, and the United Kingdom) indicate that 
the potential impact of heat waves on health was underesti- 
mated and that health authorities were unprepared to cope 
with this emergency. 

During June-August 2003, record excess mortality occurred 
in Rome during three intense heat waves. The greatest 
increase in mortality occurred among persons aged >65 years 
living in the most economically disadvantaged areas of the 
city. The high number of excess deaths in this population might 
reflect the number of elderly persons of low socioeconomic 


status who remained in the city during the summer. Other 
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socioeconomic factors that might have an impact on health 
include poor housing quality, absence of air conditioning, lack 
of access to social and health services, and individual behav- 
iors (e.g., alcohol consumption and taking medication). 
Although the third heat wave was shorter, it was more intense, 
with higher temperatures. Lower peaks in mortality observed 
during the third wave might be attributed to a reduction in 
the susceptible population, as observed in other cities (3). 
Episodes of heat-related mortality in Rome have been 
reported in previous summers (4). In 1999, Rome was 
included in a World Meteorological Organization project on 
cities at high risk for heat-related morbidity and mortality. In 
2002, the city implemented a heat health-watch warning sys 
tem (HHWWS) for the prevention of heat-related deaths 


during heat waves (9, /0) and a public health intervention pro 


gram targeted at persons at high risk (e.g., persons aged >65 
years and those suffering from chronic disease) during extreme 
weather conditions (5,6). In 2001, of the estimated 2.7 mil- 
lion persons living in Rome, 486,000 (18%) were aged >65 
years (National Italian Institute of Statistics, unpublished data, 
2001), and the mean annual number of deaths recorded was 
26,000 (7,8). 

Rome's HHWWS analyzes meteorological forecast data 
during May—September to predict oppressive air masses and 
related excess mortality and issues an alarm when these two 
conditions are forecast. The alarm is upgraded to an emer- 
gency when these conditions persist for >2 consecutive days. 
During summer 2003, the HHWWS called an alarm on 23 
days (25%) and an emergency on 20 days (22%). During 
heat waves, warning bulletins are posted on a municipal website 
and disseminated to health authorities. Guidelines for the gen 
eral population and for patients suffering from specific dis- 
eases were developed in collaboration with the Association 
for General Practitioners. The plan is activated on alarm and 
emergency days to alert public and private subjects (e.g., cli- 
nicians, nursing homes, social centers for the elderly, and hos- 
pitals) and to provide information to the public (3). A 
telephone assistance service for elderly persons is available 24 
hours a day, 7 days a week. This service provides regular check- 
in calls, counseling, home delivery of food and medicine, and 
other sery ices to registered users. A network of social sery ices, 
volunteers, and street units trained to handle emergencies is 


activated during the summer months. The Rome Municipal- 


ity continuously informs elderly persons on the location of 


social centers and public buildings with air conditioning. 

In Italy, as in most of Europe, the increasing proportion of 
elderly persons and the possible effects of global warming could 
make the susceptible population more vulnerable to heat waves, 


leading to increased heat-related mortality. To prepare for 


possible heat waves in 2004, Rome health authorities have 
improved the technical capacity of the HHWWS and strength 
ened municipal prevention programs targeting susceptible 


populations. 
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Notice to Readers 


Alcohol and Other Drug-Related Birth 
Defects Awareness Week, May 9-15, 2004 


The National Council on Alcoholism and Drug Depen 
dence has designated May 9-15, 2004, as Alcohol and Other 
Drug-Related Birth Defects Awareness Week. This week is a 
reminder that alcohol and drug use during pregnancy can be 
detrimental to a mother and her child. Prenatal alcohol use 
can result in a spectrum of adverse conditions. One of the 
most severe outcomes is fetal alcohol syndrome (FAS), which 
includes facial malformations, growth deficits, and central ner- 


VOUS Sy stem problems. 
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Many children do not meet the clinical diagnosis tor FAS 
but experience neurodevelopmental deficits, growth problems, 
and selected birth defects as a result of prenatal alcohol expo 
been used to describe these condi 
National 
Organization on FAS (NOFAS) met to re ich consensus on 
Alcohol Spectrum Disorders (FASD). 
Panel participants included representatives from key U.S. fed 


j 


eral 


sure Various terms have 


panel 


tions Recently i ponsored DY) the 


the definition of Fetal 


wencies and Health Canada. FASD is an umbrella term 


describing the range of ettects that can occur in a person whos« 


mother drank alcoho! during pregnancy These effects can 


include physical, mental, behavioral, and/or learning disabili 


ties with possible lifelong implications. The term FASD is not 
clinical di 


he U.S. Preventive 


intended for use as a LeNOSIS 


Services lask Force recently released a 


report calling for the use of screening and behavioral counsel 


ing interventions to reduce alcohol misuse among adults 


1 
ine luding preen int W 


h ey ide nce-Dased prog! ims targeting women 


omen, in primal care settings /). Imple 
mentation of suc 


of childbearing wwe is a publi health imperative for 


preventing prenatal alcohol exposure. Additional information 
is available from CDC at http://www.cdc.gov/ncbddd/fas, 
Alcohol 


http://www.niaaa.nih.gov, the Substance Abuse and Mental 


the National Institute on Abuse and Alcoholism at 


Health Services Administration at http://www.samhsa.gov, and 


NOFAS at 


http://www.nofas.org. 


Reference 


U.S. Py 


Erratum: Vol. 53, No. 15 


Workers’ Memorial Day, April 28, 2004,’ 
the description of the establishment of the National Institute 
for Occupational Safety and Health (NIOSH) was inaccu 
rate. NIOSH was created in 1970 within the U.S. Depart- 
of Health and Human Services (then the U.S. 
Department of Health, Education, and Welfare). NIOSH 


became part of ¢ DC in 1973. 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals May 1, 2004, with historical 
data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 
Hepatitis A, acute 230 
Hepatitis B, acute 266 
Hepatitis C, acute 57 
Legionellosis 37 
Measles, total 
Meningococcal disease 
Mumps 
Pertussis 


* 
Rubella 





f T T T T 


0.03125 0.0625 0.125 0.25 0.5 


Ratio (Log scale) 
{] Beyond historical limits 
* No rubella cases were reported for the current 4-week period yielding a ratio for week 17 of zero (0) 


' Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week periods for the past 5 years). The point where the hatched area 
begins is based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending May 1, 2004 (17th Week)* 





Cum. Cum Cum Cum. 


2004 2003 2004 2003 
- - Hemolytic uremic syndrome, postdiarrheai' 18 33 
HIV infection, pediatric’ 52 80 
foodborne : Measles, total 7" 16** 
infant y Mumps 50 72 
other (wound & unspecified : Plague 








Anthrax 
Botulism 


Brucellosis' Poliomyelitis, paralytic 
Chancroid Psittacosis' 
Cholera y Q fever' 
Cyclosporiasis x < Rabies, human 
Diphtheria - - Rubella 
Ehrlichiosis Rubella, congenital syndrome 
human granulocytic (HGE)' é SARS-associated coronavirus disease’! ' 
human monocytic (HME)' Smalipox' 
human, other and unspecified ; Staphylococcus aureus 
Encephalitis/Meningitis . - Vancomycin-intermediate (VISA)! 
California serogroup viral’ - - Vancomycin-resistant (VRSA)' 
eastern equine' - - Streptococcal toxic-shock syndrome! 
Powassan' - - Tetanus 
St. Louis' - Toxic-shock syndrome 
western equine’ - - Trichinosis 
Hansen disease (leprosy)! y Tularemia' 
Hantavirus pulmonary syndrome' Yellow fever 
-: No reported cases 
* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 
. Not notifiable in all states 


* Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 
, Last update March 26, 2004 
Of seven cases reported, four were indigenous, and three were imported from another country 
** Of 16 cases reported, 11 were indigenous, and five were imported from another country. 


.. Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases (notifiable as of July 2003) 
°3 Not previously notifiable 
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TABLE II. Provisional cases of selected notifiable diseases, United States, weeks ending May 1, 2004, and April 26, 2003 
(17th Week)* 





Encephalitis/Meningitis 
AIDS Chliamydia' Coccidiodomycosis Cryptosporidiosis West Nile 

Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2004 2003 2004 2003 2004 2003 2004 2003 2004 2003 























JNITED STATES ) 3,563 260,600 278,610 1,528 1,138 751 9 5 


NEW ENGLAND 1 485 9.195 9,018 : 41 
Mainé 564 613 N N 
N.H 1 535 508 2 
t ? 355 346 
« 571 378 
1,114 060 
2,056 3,113 
MID. ATLANTIC 283 : 34,434 33,592 
Upstate N.Y 3 6,980 5,833 
1 185 436 
404 711 
865 612 


992 51,143 


73 179 
5,828 5,486 
948 

924 

5,606 

095 

563 

624 

5,853 

430 

784 

533 

308 

940 

044 


MOUNTAIN 


Mont 


PR 43 305 735 N 

v1 é 20 113 

Amer. Samoa l U U U U U 
C.N.M.| , U 32 U U 





N: Not notifiable U: Unavailable No reported cases C.N.M.1.: Commonwealth of Northern Mariana Islands 

* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to date) 
Chlamydia refers to genital infections cau sed by C. trachomatis 
Updated monthly from reports to the Division of HIV/AIDS Prevention Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention. Last update 
March 26, 2004 

* Contains data reported through National Electronic Disease Surveillance System (NEDSS) 
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TABLE ll. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending May 1, 2004, and April 26, 2003 


(17th Week)* 





Reporting area 


Escherichia coli, Enterohemorrhagic (EHEC) 





0157:H7 


Shiga toxin positive, 
serogroup non-0157 


Shiga toxin positive, 
not serogrouped 


Giardiasis 


Gonorrhea 





Cum. 
2004 





Cum. 
2003 





Cum. Cum. 
2004 2003 





Cum. Cum. 
2004 2003 





Cum. Cum. 


2003 





Cum. Cum. 
2004 2003 





UNITED STATES 


NEW ENGLAND 
Maine 

N.H 

Vt 

Mass 

R.1 

Conn 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

N.J 

Pa 

E.N. CENTRAL 
Ohio 


W.N. CENTRAL 
Minn 

lowa 

Mo 

N. Dak 

S. Dak 

Nebr 

Kans 


S. ATLANTIC 
Del 

Md 

D.C 

Va 

W. Va 

N.C 

S.C 

Ga 

Fla 


E.S. CENTRAL 
Ky 

Tenn 

Ala 

Miss 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 


MOUNTAIN 
Mont 

Idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR 

V.I 

Amer. Samoa 
C.N.M.1 


322 
22 


Ww 


yn = 
OoONN 


mM @h 


co 


<= —o® 
-O0OO— 


) 


U 


325 
18 


40 61 
2 9 


U U 
U 


38 21 
7 2 


4,865 


369 
37 


90,872 104,044 


2,184 2,282 
90 56 

41 43 

26 30 
1,065 857 
311 314 
651 982 


140 3,172 
2,359 2,244 
3,240 4,382 

711 2,922 

830 624 


656 22,206 
4,806 7,266 
2,039 2,089 
4,533 828 
5,057 4,084 

221 939 


»,084 5,351 
052 874 
160 324 

2,595 2,775 

39 19 
90 50 
318 486 
830 823 


852 25,335 

637 812 
2,689 2,491 

738 816 
2,983 2,694 

255 273 
4,905 4,133 
2,848 2,870 

510 268 
Ss 28 7 c 978 

225 8.916 

762 145 
2,609 2,642 
2,045 2,929 

809 2,200 
2,746 

241 
| 729 

380 

396 


3,227 





N: Not notifiable 


U: Unavailable 


No reported cases 


* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 








376 


MMWR 


May 7, 2004 





TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending May 1, 2004, and April 26, 2003 


(17th Week)’ 





Haemophilus influenzae, invasive 





All ages 
All serotypes 


Age <5 years 


Hepatitis 


(viral, acute), by type 





Serotype b Non-serotype b 


Unknown serotype 


A 





Cum. Cum. 











2004 2003 2004 2003 


Cum. Cum. Cum. Cum. 





Cum. Cum. 
2004 2003 





Cum. Cum. 
2004 2003 





Reporting area 2004 2003 


NITED ST 


ATES 698 603 


45 


CENTRAI 


( 


T 
Tex 


MOUNTAIN 
Mont 

Idah 

Wy 

( 


N. Mex 


Alaska 
Hawaii 


Guar 

PR 

v1 

Amer. Samoa U U 
C.N.M.1 U 


6 8 38 43 


1 3 3 


U 


75 75 
2 1 
1 


1,736 2,030 


> 
SNMNMO = MN 
Nohoon-oc 


who 


NOS 


Ww 


n 


Nm 
Os 


SG - 





N: Not notifiable U: Unavailable No 
* Incidence data for reporting years 2003 and 2004 


reported cases 
are provisional and cumulative (year-to-date) 
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TABLE ll. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending May 1, 2004, and April 26, 2003 
(17th Week)* 





Hepatitis (viral, acute), by type 





B Cc Legionellosis Listeriosis Lyme disease 

Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2004 2003 2004 2003 2004 2003 2004 2003 2004 2003 
UNITED STATES 2,133 370 382 315 328 126 149 2,045 


2,369 
NEW ENGLAND 75 107 1 5 . 5 179 22 
Maine - 30 


1 11 5 
8 3 
62 121 
18 48 
50 46 
1,564 1,796 
594 581 
3 
348 406 
622 806 
32 


26 























4 
1 
76 
3 


Conn 23 


MID. ATLANTIC 25 294 
Upstate N.Y. 3 23 


E.N. CENTRAL 
Ohio 

Ind 

ill 

Mich 

Wis 


W.N. CENTRAL 
Minn 

lowa 

Mo 

N. Dak 
S. Dak 
Nebr 

Kans 


S. ATLANTIC 
Del 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 


MOUNTAIN 
Mont 
Idaho 
Wyo 
Colo 

N. Mex 
Ariz 
Utah 
Nev 
PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


@ 


yNwoun—-bh—1P 


nN 


ae) 


1» OZNN 


Guam 

PR 

Vv. . ‘ 

Amer. Samoa U U U 

C.N.M.1 2 ; U 

N: Not notifiable U: Unavailable -: No reported cases 

* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending May 1, 2004, and April 26, 2003 
(17th Week)* 





Reporting area 


Malaria 


Meningococcal 
disease 


Pertussis 


Rabies, animal 


Rocky Mountain 
Spotted fever 








Cum. | 
2004 


Cum. 
2003 





Cum. 
2004 


Cum. 


2003 





Cum. 
2004 


Cum. 
2003 





Cum. Cum. 
2004 2003 





Cum. Cum. 
2004 2003 





UNITED STATES 
NEW ENGLAND 
Maine 

NH 

Ma 

RI 


CENTRAI 


Mich 


“ 


W.N. CENTRAL 
Minr 

Owa 

M 

N. Dak 

>. Dak 

Nebr 

Kans 


S. ATLANTIC 
Del 
Md 
D« 


V 
Va 


W. Va 
N.C 
SC 
Ga 
Fla 


E.S. CE NTRAIL 
r 


y 


Tenr 


Ala 
Miss 


W.S. CENTRAL 
Ark 

La 

Okla 

Te x 


MOUNTAIN 
Mont 

Idaho 

Wyo 

Colo 
N. Mex 
Ariz 
Utat 
Nev 


PACIFIC 
Wash 

Oreg 

Calif 

Alaska 
Hawaii 
Guam 

PR 

VI 

Amer. Samoa 


C.N.M.1 


301 


4 
<4 


1 


" 
U 








587 691 


WHLAANM Wa 


U U 
U 








2,512 
32 


3 


U 
U 


2,075 
212 


1 
14 
23 


083 2,206 


143 134 
11 
6 
10 
53 
14 
40 


263 
88 

1 
62 


147 98 


6 





N: Not notifiable 
" Incidence data for 


U: Unavailable 
reporting years 2003 ; 


No reported cases 
and 2004 are Provisional and cumt 


slative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending May 1, 2004, and April 26, 2003 
(17th Week)* 





Streptococcus pneumoniae, invasive 
Streptococcal disease, Drug resistant, 
Salmonellosis Shigellosis invasive, group A all ages Age <5 years 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2004 2003 2004 2003 2004 2003 2004 2003 2004 2003 
UNITED STATES 7,620 8,317 2,990 6,178 1,815 2,489 1,003 982 178 217 


NEW ENGLAND 353 395 66 97 79 247 
Maine 22 24 1 4 q 13 





























> 


11 42 


3 
N.H 23 30 3 2 9 15 
Vt 17 12 1 3 4 11 
Mass 206 226 44 61 58 111 
R.1 25 17 3 3 5 1 
Conn 60 86 14 24 96 
MID. ATLANTIC 963 041 419 
Upstate N.Y 244 190 85 152 
N.Y. City 271 32 136 61 
N.J 171 175 123 90 
Pa 277 351 y 116 
E.N. CENTRAL 083 180 633 
Ohio 293 350 f 138 
Ind 97 90 é : 52 
il > 403 2 178 
Mich 159 < 176 
Wis 178 2 3 y 89 


W.N. CENTRAL 449 
Minn 126 
lowa 89 
Mo 119 
N. Dak 10 
S. Dak ~ 20 
Nebr 36 
Kans 49 


S. ATLANTIC 

Del 24 
Md 195 
D.C 10 
Va 170 
W. Va 9 18 
N.C 

S.C 108 
Ga 

Fla 


E.S. CENTRAL 
Ky 

Tenn 

Ala 

Miss 


W.S. CENTRAL 


Cw2Z-2Z2, 


nN > 


=-ZCoo 


»-222nN 222032, 


MOUNTAIN 
Mont 

Idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Amer. Samoa 
C.N.M.1 





N: Not notifiable U: Unavailable - : No reported cases 
* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending May 1, 2004, and April 26, 2003 
(17th Week)* 





Syphilis Varicella 


Primary & secondary genital Tuberculosis Typhoid fever (Chickenpox) 
Cum Cum. . Cum. Cum. Cum. Cum. Cum. Cum. | Cum. 
Reporting area 2004 2003 2003 2004 2003 2004 2003 2004 2003 
INITED STATES ( 2.310 72 158 2,408 3,631 76 101 5,763 6,082 
NEW ENGLAND 2 96 100 
Maine 





























8 9 305 1,480 

43 477 
VA D < - - 
vt : 262 306 
Ma ) é f : 80 
RR 4 ( 4 y) 


615 
MID. ATLANTIC 8 


N.Y 


wa 
Mc 
N. Dak 
5. Dak 
Nebr 
Kan 


>. ATLANTIC 
Del 


Mad 


S. CENTRAL 
Ky 


CENTRAL 
Ark 
La 
Okla 


T 
Tex 


MOUNTAIN 
Mont 

idat 

Wyo 

Cok 

N. Mex 
Ariz 

Utar 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR 

VI 

Amer. Samoa 
C.N.M.1 





N: Not notifiable U: Unavailable No reported cases 
* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending May 1, 2004 (17th Week) 
All causes, by age (years) 





All causes, by age (years) 
All 





Pal! All | 


| 25-44 | 1-24 








NEW ENGLAND 





Reporting Area Ages >65 45-64 25-44 1-24 <1 





Total Reporting Area Ages >65 





ATLANTIC 1,261 vy 
1a 


Md 


16 


Santa Cruz, Calif 
attie, Wash 
Spokane, Wash 

Tacoma, Wash 
73 3 , ‘ 5 TOTAL 

M € 2¢ 3 4 
St. Paul, Minr 


Wichita, Kans 





U: Unavailable jo reported case 
Mc tality data in this table are 


ccurrence and by the 





voluntarily reported from 122 cities in the United States, most of which have populations of >100,00 
week that the death certificate was filed. Fetal deaths are not included 
Pneumonia and influenza 


0. A death is renorted by the place of it 


Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks 
Total includes unknown age 
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